
APPLICATION FORM FOR ASSISTANCE
{r6r{ril i{. qr+<-{ yrsEr

(Healthcare)
(Er€rq isqrq) rcHnitu,

foundation
Euilding blck o{ lifo.

sex frit
L

AGE.YEARS

(>

APPLICATION

ur*qr fdqt

APPLICATION No.
on+ql s€ql .

FATHER'S/SPOUSE'SNAME: ^fvcrmgrq;n rrq t)rr-l Ov*^'{-
PRESENTRESIDENCEADDRESS tli vdr

PERMANENT RESIDENCE AODRESS

w+
OCCUPATION
qdqrq tJo nn-q- rlra-l,cr-'z ilARRtED ffiftil / uI{MARRIED(,ffifu)

(Attach Proof of
(qrq 6I qRq

lncome)
vdrr)

TOTAL ANNUAL INCOME

ffit+ snq

PAN No. urdr

FAr{rLy DETAILS qftqr

mq sqr
No. Name of Famlly

qRqR + {<d
llember
'E'I fi

Age
gq qlq ITEH

Appllcant

nna-L-e@O-.trn,-A NI

BASIS for

EWS Certiflcate
(Attach Certlflcate Copy)

srel sIFr sd rqM y,
(yqM rH +1 erq yla d,.c'{ 6tr

\,Ndcad
(Attach Copy)

E$frffir ild
(FIrq Y{ q1 sIcr yfd rirc-{ Ttr

\mf6ier
Basis/Proof

srq qti srg

Sr. No.

Fq {qI
Medlcal Reports/Prescriptions Attached

erscrerci€( t qrfr si rr'{ fr+q qfl vorl

t(a i-AtJ f/-l-: --=-C '-l*-rrc"-,0 4- * lz

ASSISTANCE BEING AVAILED for SAilE
W sttvq + tq..*g srq vtnrdl

"PURPOSE" from OTHER SOURCES
FEfl wq rdd i ffrcr rrqr d?

Sr. No.

6q scfi
NAilE ofOTHER SOURCE

qq*canclq
AXIOUNT ot ASSISTAilCE BETNG

d q{ wrffi rEfr

.V) r\ 4 AtS-jD /

ARE AN INCOME whlchever is
qt 3{g slrq iF{ Erf,l qrq d vg q{ rfr ur

Card
(Attach Card Copy)

,ffi-fr tor * *i yqrq y{
(yrrm Er ql erq yfr qcr 6tr

fivrn drnil
Yes /
ar

"PURPOSE" for REQUESTING ASSISTANCE:

wrral ig H ri f+rfr ol s1tw:

No
rd

/)- r? )rs [40o7 1
NAME ofAPPLICANT:
eniq-s 6r rc

l.',o

1

l

P,-llr''n

/ I



DECLARAnO by APPLICAI{I snd({, Bm dcqr !?:
1) I hercby confirm lhat all details in this Form ar6 True tc the best of my knowHge. Any false statement will render my Applk alion & ongolng a$i8tanc6, it any,

liable for rejectiodcancallatiofl .

2) I solemniy;onfrm fiat dssistsnce, if received lrom Koshika Foundation, willbe used only for the 'purpos6', as siated in his Fom, for whlct such asslstance

was requested by me.
3) I hereby confirm that I have not & willnot in future, avail of reimbuGement, in part or in full, from any other source/employer,tnsurance company. ol the amount

for which this assistance is requested.
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,,GREEMENT by APPLICANT (on+{d RRr 6(r{)

1) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree t autholise Koshika Foundation and it's Trustees to

use/publish/pul,up/reproduce my name, address, photo & details ol the'purpose', for rvhich such assistance is requosted/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or afler my keatment or fulfilment of the 'purpose'

for which assislance is being requested.

2) I (Applicant) lurther agree that any such use of my name, address. photo & dstails of the "purpose', for which such assistance is rsquest6d/granted,

;ll not automatica y enti$e me for receiving or continuing the said assistanc€. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By aflxtng hereunder, srgnature of our Aulhorised Signatory for recommending this case/patient for flnancial assistance from Koshika Foundation. we

(Hosprtal) hereby atllrm & accept lollowing:
iiifrlt *l n",tf,J, 

"|." 
presenlly nor will in-luture avail of financial assislance lrom another NGO or any other source, fo. the same patient/case, as we are

rJquestin! to get trom foshak; Foundation, to lhe extent that such assistance is granted by Koshika Foundation. lflhe requesled assistance is not granted

bv Koshrka Foundalion, in part or in lull, then the Hospital r€servos it's right to make up the sho.tfall from another NGO or any other sourc6. This

"ini"rrfion "i"unti"riv 
stJt;s that the Hospitat will not avail any duplicaae assistance for th€ same patienvcsse from any other NGO or any other sourc€.
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froniKoshika Foundatio; is only financial in ;ature. The choic€ of the keatrnenuprocedure advised/conducted by the Hospital on the

pltienf, i" u"iuO on ff'" arrangement between th;patienl & the Hospital. and is in no way influenced by Koshika Foundalion. Hence, the Hospitalwill

li"rr" 
"ofu 

a .o.pf"te resp;nsibitity of the Ireatment & it's outcome & safety of the palient, and Koshika Foundation will have no role or responsibility

in the matter-
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